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 This was a revisit for a federal ESRD complaint 

survey conducted 8/16/13 which resulted in 

citations at the Condition level.

Complaint #:  IN00132056 - Unsubstantiated: 

Lack of sufficient evidence.  Deficiencies 

unrelated to the complaint were cited.

 

Survey Date:  9/30/13

Facility #:  012554

Medicaid Vendor #: 201056570A

Surveyor:  Bridget Boston, RN, PHNS

 

During this survey, one Condition for Coverage, 

494.110: Quality assessment and performance 

improvement, and seventeen standard level 

deficiencies were determined to be corrected.  

Quality Review: Joyce Elder, MSN, BSN, RN

October 1, 2013
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